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| A Life Safety Code Recertification and State ; i _ ;

- Licensure Survey was conducted by the Indiana f j i
‘ State Department of Health in accordance with 42 | ‘ ,
| CFR 483.70(a ) | E ;

! Survey Date: 01/20/11
i ) :
| Facility Number: 000365

Provider Number: 155423 |
. AIM Number: 100287460 N 0 |

| Surveyor Richard D. Schade Life Safety Code . _

Specialist ! |

o At this Life Safety Code survey, '; J‘

Hammond-Whiting Care Center was found not in ) ' |
{-- i compliance with Requirements for Participation in ; | RECEIVED
Medicare/Medicaid, 42 CFR Subpart 483.70(a), ; .

i Life Safety from Fire and the 2000 edition of the 5 )
- National Fire Protection Association (NFPA) 101, | 1 FEB 11 200

. Life Safety Code (LSC), Chapter 19, Existing
Health Care Occupancies and 410 JAC 16.2,

LONG TERM CARR DWIS(OI:; SALTH
RTMENT OF
ThIS one story facsllty was determined to be of _rrtrmANA STATE DEPA TMENT

i Type V (111) construction and was fully
t sprinklered. The facility has a fire alarm system
W|th smoke detection in the corridors, spaces
open to the corridors and resident steepmg
. rooms. The facility has a capacity of 80 and had
| a census of 68 at the time of this survey

Qualrty Review by Robért Booher, REAS, Life
' Y Pe g Specialist-Medical Surveyor on

T Was found not in compliance with the

i “aforementioned regulatory requirements as - ENTERED FEB 1 & 2011

ev:denced by-the following:

MBORATETORS OR PROVID UPPLIE; j;? ATIVE'S SIGNATURE . TITLE }S)D}'E

ANy Haficiency statement ending th(ut asterisk (*ydenotes & def iciency which the institution may be excused from correcting providing it is d/;‘/ gfftfried that ™

ot -feguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclésable 90 days
follo.....g the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days followmg the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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S8=F:

i Fire drills are held at unexpected times under
varymg conditions, at least quarterly on each shift.’
| The staff is famitiar with procedures and is aware
that dritls are part of established routine. ;
- Responsibility for planning and conducting drills is |

. assigned only to competent persons who are f

? qualified to exercise leadership. Where drills are |

| conducted between 9 PM and 6 AM a coded

| announcement may be used instead of audible

‘alarms.  19.7.1.2

(X4) ID. ’ SUMMARY STATEMENT OF DEFICIENCIES 1D : PROVIDER'S PLAN QOF CORRECTION (X5)
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K 050 ; NFPA 101 LIFE SAFETY CODE STANDARD K 050

K 050 NFAP 101 Life Safety Code

Standard

1. No resident was unmedlately
affected by this deficient practlce

2. No other residents were
immediately affected by this
deficient practice

' This STANDARD s not met as evidenced by:

3. A'tool has been developed w1th
the month and shift time so that
fire drills are conducted quarterly

+ 1. Based on record eview and interview, the
facnllty failed to ensure fire drills were conducted
(:_ " quarterly on each shift for 2 of the last 4 quarters. |
' ' This deficient practice could effect all residents,
i staff and visitors in the event of an emergency.

- Findings include:

Based on review of the facility's Fire Drill records
and interview on 01/19/11 at 2:45 p.m. with the |
-~ maintenance supervisor and facility administrator, -
there was no record of a third shift fire drill for the
- third guarter and a first shift fire drill for the fourth
: quarter of 2011. The maintenance supervisor
stated he was not aware of the problem.

3.1-19(b
3.1-54c
M\~

w—/s_/

-1
1-51

on each shift. Times of fire drills
have been staggered. In-servicing
will be completed by Friday Feb.
11, 2011 by the ED/designee, for
safety committee and
Maintenance Director regardmg
the requirements of fire drills :
including attachment of
signatures of personnel who
participated in each drill.

4. ED will be responsible for

~ insuring compliance and will

audit all fire drills for the first
quarter to verify compliance with

2. Based on record review and interview, the
- facility failed to provide suitable procedures to
- ensure the participation of all persons subject to
- routine fire drills participated on each shift for 5 of

regulation-Audits witt-continue
until 100% compliance is
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' 12 months. LSC 4.7.2 reguires the facmty to have
surtable procedures to ensure all persons subject -
' to the drill participate. This deficient practice
'could effect all patients, staff and visitors in the
i event of an emergency.

Findings include:
Based on review of the facirity;s Fire Drill records

and staff interview on 01/19/11 at 2:45 p.m. with
‘ the maintenance supervisor and facnlty
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5 ' : | DEFICIENCY) :
I
K 050 | + Continued From page 2 K 050

achieved. The audits will be
discussed during our monthly

QA meeting and our safety
meeting. . QA committee will
determine if continued auditing:is
| necessary, plan to be amended

i when indicated.

—administrator ~the-facility had-no-evidenceor
documen_tatton the personnel participated in
routine fire drills for the months of May, June, :
July, September and October of 2011._ The !

3. Lompietlon date Feb. 18, 2011

| maintenance supervisor stated at at the time of

( ! the record review, the facility has the sign off i
sheets for the noted months, he believes they are :

| misplaced.
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